Background: Depression is one of the leading causes of disability including impairment in the subjective Quality of Life (QOL) of the patient. Unfortunately, only a fraction receives the correct diagnosis and treatment in general practice. This study aims to determine the subjective Quality of Life of depressed patients. Method: A representative sample of adults, 18 years and above (100 each for cases and controls), were assessed for QOL using the World Health Organization Quality of Life instrument (WHOQOL-BREF). Respondents were also evaluated for socio-demographic factors. Major depressive disorder was assessed using the Mini International Neuropsychiatric Interview. Severity of depression was measured using Hamilton's Rating Scale for Depression and global functioning was assessed with the Global Assessment of Functioning scale. Results: Majority of the participants were females (62.0%) and young with a mean age of 39.11 ± 12.40 years. Overall subjective QOL (P < 0.033), as well as the physical (P < 0.002), psychological (P < 0.001), social (P < 0.006) and environmental (P < 0.048) domains were significantly impaired in depressed patients compared to healthy control. Global functioning was also impaired (P < 0.001) in depressed patients compared to healthy control. Conclusion: The finding of the study showed that depression is a serious illness that affects the patient's perception of the quality of his/her life. It is therefore very necessary to innovate better treatment modalities to reduce its burden.
Introduction
Quality of life (QOL) is a broad ranging concept, incorporating in a complex way the person's physical health, psychological state, level of independence, social relationships, personal beliefs and relationship to salient features in the environment [1] .
The World Health Organization (WHO) has described quality of life as individuals' perception of their position in life in the context of the culture and value systems in which they live and in relation to their goals, expectations, standards and concerns [2] . With this in mind, it would be right to say that QOL is largely dependent on several factors including economic, political, social, health related factors, etc.
Depressive disorders are highly prevalent and are associated with functional, psychological and occupational impairment. The prevalence of major depressive disorder over the course of a life time is estimated to range between 6% -17% [3] . An estimate within the community and in primary care elevates these percentages to 10% -30% of the population [3] [4] . Depression is presently considered to be the fourth (4 th ) leading cause of disability [5] and is projected to become the second (2 nd ) leading cause of disability by 2020 [6] .
In current literature, there are several studies that demonstrate the association of depression with quality of life measures. Depressed patients suffer diminished quality of life equal to or greater than those with other chronic conditions and depression has also been associated with a decrease in experiencing positive well-being, impairment in role functioning and disabilities in social functioning [7] [8] [9] . Patients with depressive disorders have been found to have poorer subjective quality of life than healthy control subjects [10] [11] [12] .
Depressive disorders are common illnesses associated with relatively long duration of episodes, high rates of chronicity, relapses and recurrence [13] [14] .
Several studies have examined quality of life in patients with severe depressive disorders [15] [16] [17] . Notable among these studies was that conducted by the National Institute of Mental Health (NIMH) Epidemiological Catchment Area Program [18] , which showed that patients with major depressive disorders or sub-syndromal depression experienced higher levels of household strain, social irritability, financial stress, limitation in occupational functioning, poor health status and days lost from work [19] [20] . Another study also found that women with major depressive disorder had impairment in family, marital, occupational and leisure activities [21] . Depressive disorders have impacted negatively on the quality of life of patients [22] - [35] . Despite the debilitating nature of depression, about 50% -60% of cases remain undetected in primary care and even the patients who receive correct diagnosis are not given appropriate and specific treatment [36] [37].
The aim of this study therefore is to determine the subjective quality of life of depressed outpatients currently receiving drug treatment in comparison with socio-demographically matched controls. The study is also relevant because From that epidemiological aspect, this is a good addition to the current literature.
Method and Materials
Ethical clearance was obtained from the Joint Ethical Committee of the Jos University Teaching Hospital before the study was carried out.
The study was a case-control study conducted at the psychiatric outpatient clinic of the Jos University Teaching Hospital.
Adults (18 -60 years) who have been diagnosed to have depression using Mini
International Neuropsychiatry Interview (MINI) and have been receiving treatment for at least 6 months were included in the study as cases.
Those excluded from the cases were patients with other physical or neurological conditions, those with head injury, patients with substance use disorders and those with bipolar affective disorder in depressive phase.
Sociodemographic Questionnaire
Socio-demographic variables were measured using a semi-structured socio-demographic questionnaire designed by the authors. This questionnaire was administered to enquire about the following socio-demographic data; age, sex, ethnicity, marital status, religion, educational level, monthly income, occupation, level of social support received from relations. Number of depressive episodes was also included in the sociodemographic questionnaire.
World Health Organization Quality of Life Brief
Subjective quality of life was assessed using the World Health Organization Quality of Life Scale-Brief version (WHOQOL-BREF) which is a 26-item self administered generic questionnaire, it is a short version of the WHOQOL-100
scale [38] . The instrument was developed to measure subjective response of patients rather than their objective life conditions, with assessment covering the preceding 2-week period. This instrument is available in a wide range of languages and has been employed in a variety of cultural settings (including subSaharan Africa like Nigeria) [35] , and yields comparable scores across cultures. 
Mini International Neuropsychiatric Interview

Data Analysis
Data analysis was done using the Statistical Package for Social Sciences (SPSS) version 17.0. The result was presented using simple descriptive statistics.
Analysis of categorical and continuous variables was done using chi-square test and paired t-test respectively. Domain scores of the patients (as a group) was compared with those of the matched general population (as a group) using paired t-test.
Summary of scores was generated for the WHOQOL-BREF by organizing the questionnaire items into groups representing the domains covered by the questionnaire. The domain scores of the WHOQOL-BREF were calculated according to the instructor's manual and served as the dependent variable.
Statistical significance was set at P < 0.05.
Procedure
Consecutive outpatient attendees who were on follow up for depressive illness at the psychiatry clinic of Jos University Teaching Hospital were identified and the Mini International Neuropsychiatric Interview (MINI) was used to confirm the diagnosis and to diagnose ongoing depression among the cases.
The control population was obtained from a cosmopolitan community in Jos, the State Capital using a multi-stage sampling method. The MINI (Mini International Neuropsychiatric Interview) questionnaire was administered to the target control population to identify and exclude those that scored high for depression. 
Results
The sociodemographic parameter of all participants (Cases and Controls) is as illustrated below.
As shown in Table 1 , A total of 200 participants were recruited into the study (100 each for Cases and Controls) Females constituted the majority of participants, 64.0% for cases and 60.0% for controls compared to the males. A sizeable number of the participants were single 88 (44.0%) and married 87 (43.5%). Only 8 (4.0%) were separated and 17 (8.5%) were widowed.
Thirty six (18.0%) of the respondents had no formal education, 31 (15.5%) had acquired primary education while 77 (38.5%) and 56 (28.0%) had secondary and tertiary education respectively.
Most of the participants studied were employed 149 (74.5%) while 51 (25.5%) were not. Among the controls, 81.0% were employed while 19.0% had no work. The category of occupation (P < 0.001), monthly income (P < 0.002) and employment status (P < 0.035) were all statistically significant.
A statistically significant relationship (P < 0.002) was found to exist between cases and controls with regards to overall quality of life as presented on Table 2 .
As shown in Table 3 , the number of depressive episodes on overall quality of life was not statistically significant (P = 0.822).
The mean domain scores were higher for the controls in comparison with the cases. An association was observed between participants with regards to depressive disorders. See Table 4 . 
Discussion
Sociodemographic Characteristics of Participants
Out of the 200 participants studied 62% were females. This female predominance applies to both cases and controls. This conforms to the findings of Rocha et al. [41] who reported that 156 (75.0%) of their study subjects were females while validating the WHOQOL-BREF in depressed Brazilians.
A similar result was presented by Yun-San et al. [27] while studying the QOL in elderly depressed patients in Taiwan. The predominance of females in this study is consistent with the World Health Organization's (WHO) epidemiological results indicating that more women suffer from depression than men.
Another reason for the female predominance could be explained by the fact that, most of the female participants were housewives and more likely to be found at home during the interview, unlike the male participants who were either at work Men tend to suppress their feelings and may perceive the need for assistance for emotional problems as a sign of weakness making it difficult to detect depression in men.
Although a sizeable number of the study subjects were married, a majority of them were single. The reason for the lower number of married subjects was not surprising because of the young age of the study population. The mean age of the participants was 39.11 ± 12.40 years. This is similar to what was found by Rocha et al. [41] where the mean age was 39.12 ± 13.6 years while validating the WHOQOL-BREF among depressed patients in Brazil. Another reason for the characteristic young age of the study population is because it is a common phenomenon in developing countries including Nigeria.
A majority of the study subjects had secondary education while less than a third had acquired tertiary education. Eighteen percent had no formal education as 15.5% only, had attained primary education. This conforms to the findings of Afolabi et al. [42] . They found that most of the subjects they studied had one form of tertiary education (36.0%) or the other, 21.6% had no formal education while 21.2% had primary and secondary education each. In addition, the high rate of lack of education should be expected among the study subjects due to the About three-quarters of the subjects were employed while a quarter were however, not employed at the time of this study. A significant proportion of those employed (81.0%) were in the control group while those employed among the cases constituted less than two-thirds. Agbir et al. [43] in their study to determine the prevalence of depression among medical outpatients with diabetes in Jos also reported a similar result where they found that majority of their subjects were employed while a quarter of them were not. The low employment level among the cases should be expected because of the discrimination and stigma which lead to job losses or outright refusal to employ individuals who have mental illness even if they are the most qualified for the job. This low employment status leads to lack of financial independence which is known to improve self-esteem and reduce stress.
Most of the subjects who had jobs earned less than 50 dollars (<N2000.00 Naira) per month (Table 1) , a little over a quarter of them (26.5%) earned between 50 -125 dollars (i.e. 20,000.00 -50,000.00 Naira), and only a small fraction (1.5%) earned above 125 dollars per month. Fifty seven (28.5%) had no form of income. The result obtained in this study also showed that cases tend to earn less income than the controls (P < 0.002). This could be due to the fact that most of the cases were down the occupational ladder, either due to job losses or due to the reason that majority of them engaged in menial jobs and petty trading from which the income is usually meager. Depression has also been shown to reduce productivity and increases absenteeism from work [44] . Only the controls earned above 125 dollars per month, thus, giving them more economic and social advantage in comparison to the cases.
Comparison of Domain Scores
In considering the results of this study on Table 4 , there was a statistically significant relationship between the four domains of QOL and depression. A comparative analysis of the mean scores revealed that depressed respondents scored lower than the control group which is indicative of poorer QOL. The result also showed a negative association between the four domains and depressive disorders. This means that depression had significantly lowered QOL in the respective domains. The outcomes here were consistent with those of previous studies [27] [28] [34] [45] .
The physical domain which assesses areas such as energy and fatigue, pain and discomfort, and sleep and rest was impaired among the cases as they scored poorer on the WHOQOL-BREF. This can be explained by the fact that depression On the psychological domain, the depressed respondents (cases) rated their QOL to be worse than the control group as evidence by their lower mean score.
The reason for this could be adduced to the fact that depression as a clinical entity is almost always associated with negative self perception and negative cognition. The finding here is supported by studies [7] [8] [46] carried out by other researchers in the past.
The depressed respondents in this study also fared poorly on the physical domain when compared to the controls. This could be due to the strained interpersonal relationships, poor social support, loss of interest in pleasure and negative cognition that is common among depressed individuals. The poor relationship can also explain the poor sexual function among the cases when compared to the control group. In separate studies conducted by Dew et al. [9] and Lynn Chung et al. [17] among depressed patients in Taiwan using the WHOQOL-BREF, intensity of depressive symptoms and social isolation were reported to have the greatest direct effect on all four QOL domains
The environmental domain measures financial resources, freedom, physical safety and security, health and social care: accessibility and quality, home environment, opportunities for acquiring new information and skills, participation in and opportunities for recreation/leisure, physical environment (pollution/ noise/traffic/climate) and transport. This study was able to demonstrate that patients who suffer from depressive illness are more likely to report a decrease in their satisfaction in the above mentioned areas. One thing that could have impacted negatively on this domain is the increasing security challenges and worry for safety among the patients who are usually vulnerable or abandoned during the repeated crises the state is experiencing now.
Conclusions
This study shows that depression significantly affects the QOL of patients. The overall subjective QOL as well as the physical, psychological, social and environmental domains of the patients was shown to be poorer when compared to that of the control population. The study also revealed that patients who suffer from depression experience marked reduction in global functioning when compared with non depressed population.
Finally, depression just as it has been reported in previous is shown to interfere with the fulfillment of goals, roles and dreams in this study. Practitioners are therefore expected to screen for and develop treatment programs aimed at improving depressive symptoms. This will ultimately improve the QOL of patients with depression.
